Kyle J. Jeray, MD Greenville Hospital System University Medical Center SUMMARY
Bisphosphonates prevent bone resorption with a resulting increase in bone mineral density by inhibiting osteoclastic activity; however, the effect of bisphosphonates on fracture healing is still unclear. The authors performed a prospective multicenter study looking at the use of bisphosphonates (risedronate, 35 mg weekly) in patients who had intertrochanteric hip fractures and a diagnosis of osteoporosis, but who had not been on any bisphosphonates prior to the fracture. There were three groups of thirty patients: group A started on bisphosphonates one week after surgery; group B started on bisphosphonates one month after surgery; and group C started on bisphosphonates three months after surgery. The healing times (10.7, 12.9, and 12.3 weeks in groups A, B, and C, respectively) did not differ among the three groups. The incidence of fracture complications did not differ among the groups. The authors also considered the functional outcomes at one year, and found no difference among the groups. They concluded that risedronate did not affect healing of intertrochanteric hip fractures in patients with osteoporosis.
DISCUSSION
As the rate of fragility fractures continues to rise and the number of patients being treated with bisphosphonates rises as well, the question of whether or not we should treat acute osteoporotic fractures with bisphosphonates is of increasing importance. The obvious concern is that, by suppressing the ability of bone to remodel when treated with a bisphosphonate, healing may be adversely affected. However, several animal studies have conflicting evidence. Some studies involving bisphosphonates demonstrated delays in fracture healing [1] [2] [3] , while others showed no effect 4, 5 , and others even suggested enhanced fracture healing 6, 7 . Authors of some small clinical studies have reported no adverse effects of bisphosphonates on healing 8, 9 . Kim et al. examined the use of bisphosphonate treatment on osteoporotic fractures in a small, well-defined population. Although their numbers were small, they did perform a power analysis prior to the start of the study based on their primary end point of radiographic healing time. Based on their reported data, it appears that the clinical use of risedronate may not make a difference in the time to fracture healing if risedronate is started within a week after the fracture, as compared with starting the drug after the fracture has healed. However, we need to be cautious, as this is only one small study, and it involved a single drug in the bisphosphonate class. The authors did not evaluate individuals who were already on the drug prior to fracture, which is often the case.
Ultimately, the goal of bisphosphonate treatment is to prevent secondary fractures and reduce mortality after the fragility fracture. The authors of this paper did not report if any additional fragility fractures occurred in the study patients, or whether there was a difference based on the time to starting the bisphosphonate. Assuming no additional fragility fractures or such time-based differences occurred, we then need to ask ourselves: what is the value of treating patients with bisphosphonates early on versus waiting three months if there is no difference in preventing additional fragility fractures? with cross pinning, two extra cases of loss of fixation were prevented but five additional ulnar nerve injuries were caused per 100 patients treated. The authors, therefore, favored lateral pinning.
Supracondylar distal humeral fractures in children are common worldwide. They are classified as 13M according to the AO/OTA pediatric fracture classification. The optimal pin pattern has been controversial, with medial and lateral pins (cross pinning) and lateral pins only, being the two leading patterns. Cross pinning is thought to be mechanically superior, but it places the ulnar nerve at risk for injury. The authors confirmed these findings and quantified the comparative benefits (less loss of reduction) and complications (ulnar nerve injury). The risk of late deformity and poor function was the same for both groups. The authors also emphasized that the risk of loss of fixation with lateral pinning can be minimized with the insertion of divergent pins or three pins. When cross pinning is used, it is mechanically superior if the pins cross proximal to the fracture line and not at the fracture. Other practical factors that affect outcome, including quality of reduction, exact location of the pins within the distal and proximal fragments, and number of attempts necessary to achieve final pin position, could not be compared.
William T. Obremskey, MD, MPH Vanderbilt University Medical Center SUMMARY
Williams et al. reported on a prospective study of sixty-nine patients who underwent elective removal of symptomatic hardware from the foot and ankle. The Short-Form McGill Pain Questionnaire was used to assess pain preoperatively and six weeks postoperatively 1 . The patients were also asked if they would undergo the procedure again and if they were satisfied with the results. Pain, as measured on the visual analog scale (VAS), decreased from 3.06 to 0.88. Sixty-five percent of patients had no pain at six weeks postoperatively. Ninety-one percent of patients stated that they would undergo the procedure again and were satisfied with the result.
DISCUSSION
As health care in the United States moves towards accountable care organizations and increased scrutiny, hardware removal may be a procedure that is difficult to justify without adequate data to support patient quality-of-life and functional improvement. Hardware removal may be one of those procedures that insurance companies say is not medically necessary and is not covered under a health-care plan 2 . The indications and outcomes for hardware removal have not been well-documented [3] [4] [5] [6] [7] [8] . In general, orthopaedic surgeons are well-positioned to prove and demonstrate the effectiveness (clinical and functional outcomes) of procedures that we perform. Data from this article are more pieces of information that will help physicians (as opposed to administrators or politicians) continue to drive medical decision-making. The authors should be commended for providing good data on a common clinical issue, as hardware removal is one of the most common procedures reported by orthopaedic surgeons who sit for Part II of their American Board of Orthopaedic Surgery (ABOS) certification.
Christian Krettek, FRACS, FRCSEd Medizinische Hochschule Hannover SUMMARY
The Gritti-Stokes procedure is a modification of the traditional transfemoral amputation; the bone is resected at a supracondylar femoral level and the patella is fixed to the distal part of the femur (Fig. 1) . More than fourteen months after surgery, Taylor et al. evaluated fourteen patients who underwent Gritti-Stokes amputation and fifteen patients who underwent traditional transfemoral amputation. More than thirty-six months after surgery, the authors gave the Sickness Impact Profile (SIP) questionnaire to the two groups to assess functional outcomes. There were three important findings.
First, despite a lack of significant differences in demographics or preoperative variables between the two groups, the domain and SIP questionnaire scores were significantly better in the Gritti-Stokes group thirty-six months after surgery.
Second, the residual limb of patients in the Gritti-Stokes group was significantly longer than that of the patients in the traditional transfemoral amputation group (an average of 46.1 cm versus 34.6 cm).
Third, the percentage of patients of walking without assistive devices was significantly increased in the Gritti-Stokes group when compared with the percentage in the transfemoral amputation group (five of fourteen patients versus none of fifteen).
DISCUSSION
Transfemoral amputation includes substantial muscle transection; it is complicated with problems of stump wound healing, and low ambulatory rates of sometimes less than 50% (South Med J. 2001 Oct;94[10]:997-1001) have been described. In knee disarticulation amputation, the patella is maintained and the patellar tendon is sutured to the cruciate ligaments. The remaining large bulbous femoral condyles allow excellent weight-bearing, but without surgical modification there can be issues with skin breakdown and prosthetic fitting (South Med J. The Gritti-Stokes technique does not involve major muscle transection and does not have the problems related to large bulbous femoral condyles. Despite several limitations (a small sample size and retrospective analysis), this is an important study; for the first time it showed that Gritti-Stokes amputation in a trauma population was not only safe and beneficial, but also had several important functional advantages when compared with transfemoral amputation (Table I ). The study was conducted as part of a trial to assess the effects of a strategy involving early trauma resuscitating room computed tomography (CT) scanning compared with standard diagnostic imaging of adult trauma patients. Patients with missed injuries were defined as patients in whom a new injury was diagnosed after the primary and secondary surveys. To identify potentially missed injuries, a chart review was carried out of all radiological examination reports and operation records for at least three months after the trauma. To analyze factors associated with missed injuries, two patient categories were formed: patients with and those without missed injuries. All missed injuries were classified according to the Abbreviated Injury Scale (AIS) body regions with the use of AIS-90.
SUMMARY OF:
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Gritti-Stokes Amputation Increased Rate of Walking without Assistive Devices When Compared with Transfemoral Amputation in Trauma Patients
SUMMARY OF:
In the group of 1124 patients, 122 injuries were missed in ninety-two patients (8.2%). The missed-injury population, compared with the population without missed injuries, had significant differences with regard to Injury Severity Scores (higher), length of intensive care unit (ICU) stays (higher), traumatic brain injuries (lower Glasgow Coma Scores), and emergency interventions and receipt of blood transfusions within twenty-four hours after admission. Patients who were directly admitted to the ICU following trauma room evaluation had the highest chance for missed injuries (odds ratio 3.2; 95% confidence interval, 2.0 to 5.1; p < 0.001). The most common anatomic regions in which the missed injuries occurred were the extremities (74.6%), thorax (8.2%), and spine (6.6%). Seventy-two missed injuries (59%) remained undetected during the tertiary survey. In total, thirty-one operations were required for twenty-six missed injuries.
DISCUSSION
Reasons for missing injuries during the tertiary survey could have been the presence of distracting injuries, a lowered level of consciousness, and sedative or analgesic medication. The authors suggested that the creation of a tertiary survey checklist be introduced into each trauma patient's chart to accurately register all examinations and findings.
Limitations acknowledged for this study were the retrospective review of the radiographs, the potential of having missed undiagnosed injuries as no autopsy reports were collected, and the fact that certain soft-tissue injuries not visible on radiographs could have been missed.
Moreover, patients younger than sixteen years of age were excluded. In addition, according to the protocol utilized, the authors used a selective CT algorithm after clinical evaluation and standard conventional radiography of the chest and pelvis. The implementation of a routine CT algorithm can have a substantial added value with regard to the miss rate of injuries.
The authors concluded that a high index of suspicion remains warranted, especially for polytrauma patients.
recognized that nonlocked symphyseal plates become loose over time, due to the normal motion at the symphysis. Does a locked system, with its more rigid design, offer a theoretical benefit in joint stabilization? Should we be designing implants that employ or facilitate loosening instead of rigidity? Other parts of the body (the ankle syndesmosis comes to mind) where use of rigid implants is expected to lead to failure may offer insight. Pelvic surgeons look forward to additional data from the authors on the topic of failure after symphyseal repair.
